dysarthria but no dysphasia. Vision and extraocular movements were normal. The corneal reflex was diminished on the left. There was mild weakness of the left lower facial muscles. Taste was preserved. The uvula deviated to the left and the gag reflex was diminished on the right. The tongue had no wasting but deviated to the right upon protrusion. There was no evidence of Horner's syndrome. There each eye. External ocular movements were completely normal in every direction, and no diplopia was detected. Optic fundi were clear bilaterally. With the visual line fixed to the centre of the visual field, it was impossible for him to grasp an object at the periphery of the left homonymous visual field with the left hand, while easily possible with the right hand. Grasping an object in the right homonymous visual field with the left or right hand was performed smoothly. The patient did not exhibit visual inattention. Disturbances of the cranial nerves were not found. Muscle strength of the four extremities was symmetrically normal. Deep sensation such as joint sense, vibration sense, and deep pain was not disturbed. Two point discrimination, graphaesthesia, stereognosis, and double simultaneous stimulation were all normal. Superficial sensation was also normally preserved. There were no disorders of cerebellar functions. In the neuropsychological examination, there was no aphasia, apraxia, or visuo-spatial agnosia. On the basis of these neurological findings, it was diagnosed that the patient was suffering from optic ataxia.
Enhanced CT revealed a high density lesion in the right parieto-occipital region (fig) . Subtotal removal of the tumour was performed, and it was histopathologically shown to be a malignant lymphoma. Systemic examinations revealed no malignant lymphoma elsewhere. We concluded that the tumour was a primary malignant lymphoma in the right parieto-occipital area. The residual tumour completely disappeared after whole brain irradiation of a total of 50 Gy.
In 1967 Garcin et al reported the case of a patient who had difficulty in grasping objects at the periphery of the visual field, when the patient's visual line was fixed.' They named this neurological disorder "optic ataxia (ataxie optique)". It has been revealed on CT and necropsy that optic ataxia is caused by a lesion at the junction of the parietal and occipital lobes.'" Rondot et al2 have established the concept that optic ataxia is a kind of disconnection syndrome which occurs due to interruption of nerve fibres connecting the visual association field (area 19) and the motor association field (area 6) which is responsible for identifying targets in space, for choosing a course of action, and for programming movement.' It is thought that one half of the nerve Case 3 was a 25 year old housewife, who had practised competitive athletics between the age of 12 and 18 years. After the first session of body building she complained of diffuse myalgia. Five days later serum CK was 3500 U/1, but returned to normal in a few days. Neurological examination was normal.
Case 4 was a 19 year old student who complained of diffuse myalgia without myoglobinuria after the first session of body building. Three days later the serum CK was 11 000 U/I and retumed to normal in one week. Neurological examination was normal.
All four patients denied using steroid hormones or other drugs.
These four cases confirm the occurrence of rhabdomyolysis with and without myoglobinuria'3 after body building and suggest
